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Editorial Comment
Risk of Aortic Valve Surgery*
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Miami, Florida
Operative risk of combined procedures. Recent tech-
nologic advances in preoperative and postoperative man-
agement as well as intraoperative cardiac preservation meth-
ods have appreciably decreased the operative risk of aortic
valve replacement. Operative mortality increases when aor-
tic valve replacement is performed in combination with
coronary artery bypass grafts. The subset of patients that
may encounter a high operative risk is generally identifiable
before the operation, a view clearly documented by Ma-
govern et al. (I) in this issue of the Journal. We agree with
their recommendation that all major coronary obstructions
of more than 70% should be bypassed. Although a small
number of their patients died early or late after aortic valve
replacement, with or without coronary bypass surgery, pre-
cise statistical analysis of their data identified three factors
that were associated with high risk: old age (over 70 years),
poor preoperative functional class and emergency operation.
According to the data of Magovern et aI., a person younger
than 70 years who receives aortic valve replacement elec-
tively and has only a moderate degree offunctional disability
preoperatively, has an operative risk of only 1%. This is
by far the lowest operative risk reported for these patients
and it is unlikely that these results will be surpassed in the
future. This should encourage the practicing physician to
look on operative intervention more favorably and to avoid
delays in correcting aortic valve lesions once clinical symp-
toms do not respond to an adequate drug regimen.
Aortic stenosis: surgical considerations. There are def-
inite criteria that allow early operative correction of aortic
stenosis. These include a transvalvular gradient of 50 mm
Hg or more, syncopal episodes and angina pectoris. Drug
therapy has little effect on these clinical presentations and
valve replacement remains the only alternative. These points
have not been dealt with in this study. In fact, a patient
with aortic valve stenosis is never refused operative inter-
vention regardless of his or her age, functional class or
urgency of the condition. The data of Magovern et al. do
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not indicate whether, in fact, any patients were refused
surgical intervention. Perhaps the major drawback of their
study is the small number of patients with each variable.
As a result, no significant differences were found in rate of
valve-related complications among various types of valves,
a conclusion with which we do not agree and is not in line
with other reports (2).
Aortic regurgitation: surgical considerations. A con-
tinuing problem is the timing of operation in patients with
aortic regurgitation. This is mainly because this condition
is well tolerated over a long time, and drug therapy in these
patients is associated with gratifying results. However, the
compensatory mechanisms that allow this condition to go
on for many years contribute to delay in operative inter-
vention and result in eventual death of these patients in spite
of correction of the valvular lesion. With timely operative
intervention, operative mortality for aortic regurgitation is
lower than that for aortic stenosis, and the long-term mor-
tality rate is lower still. The data presented by Magovern
et al. will be very useful if the currently accepted indication
for timing of operative intervention in aortic valve disease
is followed, especially in elective cases. Consequently, the
results presented in this work will not match those from
conservative or aggressive cardiologists.
Surgical precautions in high risk cases. What should
be done when the high risk patient with aortic valve disease
is referred for surgical repair? A few maneuvers can be
employed to prevent an operative death. These include ut-
most care for timing of operation in relation to control of
congestive failure and careful myocardial preservation in
the course of the procedure, perhaps by temperature and pH
measurement, and rarely with use of an intraaortic balloon
pump preoperatively or postoperatively. Furthermore,
avoiding a few maneuvers such as excessive use of beta-
adrenergic stimulators intraoperatively, prolonged ischemia
and hypotensive time will improve the operative results.
The task, however, is not limited to intraoperative maneu-
vers. As Magovern et al. show, patient care in the intensive
care unit plays a major role in survival. In fact, most op-
erative deaths (within 30 days) occur in such units because
of congestive failure, arrhythmia or operation-related com-
plications. It is gratifying to see very ill patients with aortic
valve disease with or without coronary disease survive the
operation and eventually return to a productive life, albeit
after a prolonged hospital stay.
References
I. Magovern lA, Pennuck lL, Campbell DB, et ai. Aortic valve replace-
ment and combined aortic valve replacement and coronary artery bypass
grafting: predicting high risk groups. 1 Am Coli Cardiol 1986;9:38-43.
2. Cohn LH, Allred EN, DiSesa Vl, Sawtelle K, Shemin Rl, Collins 11.
Early and late risk of aortic valve replacement. A 12 year concomitant
comparison of porcine bioprosthesis and tilting disc aortic valve. 1
Thorac Cardiovasc Surg 1984;88:695-705.
